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Objectives: To describe short and long-term survival of
patients with descending thoracic aortic aneurysms (TAA)
following OPEN and endovascular repair (TEVAR).
Methods: UsingMedicare claims from 1998-2007, we
analyzed patients who underwent repair of intact and rup-
tured TAA. Our main outcome measure was mortality,
analyzed as peri-operative mortality (death prior to dis-
charge or before 30 days), and five year survival, by life-
table analysis. We examined outcomes by repair type
(OPEN or TEVAR) in crude, adjusted (age, sex, race,
procedure year), and propensity-matched cohorts.
Results: Overall, we studied 12,578 patients who un-
derwent OPEN, and 2,733 patients who underwent TE-
VAR. Peri-operative mortality was significantly lower in
patients undergoing TEVAR as compared to OPEN, for
both intact (6% TEVAR, 7% OPEN, p0.001) and rup-
tured TAA (28% TEVAR, 46% OPEN, p0.001). How-
ever, patients with intact TAA selected for TEVAR had
significantly worse survival than OPEN patients at one year
(87% OPEN, 82% TEVAR, p0.001) and five years (72%
OPEN, 62% TEVAR, p 0.001) (Figure 1). In adjusted
and propensity-matched cohorts, intact and ruptured pa-
tients selected for TEVAR had consistently worse 5-year
survival than OPEN patients.
Conclusions: While peri-operative mortality is lower
with TEVAR, Medicare patients selected for TEVAR have
worse long-term survival than patients selected for OPEN.
These results suggest that higher risk patients are being
offered TEVAR, and some do not benefit based on long-
term survival. Future work is needed to identify candidates
unlikely to benefit from TEVAR.
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Objectives: Ultrasound (US) assessment of abdominal
aortic aneurysm (AAA) is done by determination of maxi-
mal aneurysm diameter from two-dimensional (2D) images
and is prone to inaccuracies that affect precise measure-
ments. Three-dimensional (3D) US imaging has been
shown to reduce many of these errors. Computerized To-
mograpic (CT) scans, while being accurate, are associated
with radiation exposure, contrast related injuries and cost
issues not seen in use of US technology. We compare the
variability in measurements of abdominal aortic aneurysms
using 3D ultrasound and a conventional CT scan.
Methods: Seven patients with AAA’s underwent con-
ventional CT scans in addition to 3D US scans. Measure-
ments computed from 3D surface reconstructions of CT
and US scans included overall maximum diameter (Dm),
maximum cross-sectional area (Cm) and aneurysm volume
(V). The seven matched CT and 3D US scans were com-
pared using a combination of Pearson correlation (PC),
intra-class correlation to assess agreement (IC) and Bland-
Altman plots. Inter-observer variation was analyzed using
correlation.
Results: Comparison results between CT and US are
depicted in table 1 and demonstrate good correlation and
agreement between CT and 3D US in the measurement of
AAA’s. Inter-observer variability (PC) assessed for 3D US
ranged from 0.959 to 0.985 (p0.01), similar to that for
CT scans where the PC varied from 0.997 to 0.999
(p0.01). In 3DUS, the most inter-observer variation was
noted for Dm (PC 0.967 p0.01) and the least for V (PC
0.980 p0.01).
Conclusions: 3D US is an accurate, noninvasive
method of determining aneurysm size that could signify an
improvement in the diagnosis and long-term follow of
AAA. Volume (V) may represent a better parameter to
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